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Abstract

Breast cancer is the most frequent cancer among women in Europe and the US. The aim of this study was to assess
whether perioperative care, for breast cancer patients, provided at a patient hotel could be an alternative to the
conventional care in an ordinary surgical ward. The study focuses solely on the patients’ experience of the provided care
with a primary outcome that perioperative care at the patient hotel would be valued better than care in a general ward.
Prospective, randomized single centre study. Between 2010 and 2012 a total of 151 patients < 80 years and without
severe comorbidities were included in the trial, whereof 76 patients were randomised to the ward group and 75 patients
to the hotel group. Five patients were excluded from each group. The validated IN2005-E questionnaire was used to
evaluate the patients’ experiences of the care. The response rate was high with 65 patients answering the IN2005-E in
each group. No difference could be found between the two groups regarding patient characteristics, type of surgery or
tumour characteristics. The patients generally perceived the quality of the provided care as high. However, in the hotel
group there was a better experience of care regarding issues such as coordination, privacy, some aspects of medical
information, availability and the courtesy of the nurses. For selected patients, perioperative care at a patient hotel is an
appreciated alternative to care at a surgical ward.
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Introduction
Breast cancer is the most frequent cancer among
women in Europe and the United States. In Sweden
approximately 8500 women are diagnosed every year 1.
At the Department of Surgery at Danderyds University
Hospital alone, more than 300 women undergo surgery
each year. Traditionally in Sweden, women who are
operated for breast cancer receive perioperative care at a
general surgical ward, where the patients share a room
with other patients that are being treated for a variety of
surgical illnesses. In comparison, the breast cancer
patient is usually relatively healthy and does therefore
normally not require the same extent of medical
monitoring as a patient receiving care for a more severe
surgical illness. Hence, patients without severe
comorbidities, who are undergoing surgery for breast
cancer ought to be suitable candidates for perioperative
care in an environment, where the medical monitoring
might be lesser compared to that in a general surgical
ward.
At Danderyds University Hospital, a patient hotel is
located in the immediate vicinity to the main hospital

site. The hotel offers 74 individual rooms, each with
private bathroom, and its facilities has since long been
used for the post delivery care of mothers and their
newborns. All rooms are equipped with a call button,
but there is no other medical equipment on site. Nurses
are always available and in the event of an emergency,
doctors can be called to the hotel and the patient can
rapidly be transferred to a general surgical ward.
Furthermore, relatives/friends have the possibility to
visit at any time, or even to stay the night.
Few studies compare care at a patient hotel and at a
general ward. The definition of what constitutes a
patient hotel varies between different studies. In 2009,
the Knowledge Centre in Norway summarized the
knowledge of effect of patient hotels compared to other
types of accommodations2. Their definition of a patient
hotel was “a temporary, voluntary accommodation where the
patient has greater freedom to visit with relatives than in a regular
hospital ward. The use of patient hotels requires a connection to a
stay in hospital. […] The regulation of patient hotels [still]
permits some treatment”. Five thousand and sixty-one
references were identified, of which eight articles were
deemed as relevant. The studies had different outcomes
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(e.g. readmission, length of stay, quality of life and
different types of costs). Most of the studies included
few patients and all of them had a high risk of bias. No
conclusions could be drawn on the effect of patient
hotels, neither for hospitals nor for patients.
Interestingly, no study reported effect on patient
experience.
The following aspects of healthcare are generally
considered as the most important when patients
evaluate their experiences of provided care - a fast
access to reliable health advice, the best and most
effective treatment delivered by trusted professionals,
participation in decisions and respect for preferences
(including privacy), clear and comprehensible
information, emotional support, empathy and respect,
attention to physical needs, involvement of family and
continuity3-7. However, there are few studies that focus
solely on the perioperative period and which factors
during this period that may impact how patients rate
their experiences. To summarize the findings of the
available studies, aspects such as courtesy, pain
management, information, education, privacy,
communication, coordination of care, emotional
support and continuity of care, are found to be of
importance during the perioperative period8-10.
Many of the aspects that are of importance to the
patients during the perioperative period ought to be the
same at the patient hotel as well as at the general ward.
However, the setting in the patient hotel enables
considerably more privacy for the patient. Hence, a
study was undertaken to test the hypothesis that
perioperative care at the patient hotel would receive a
higher number of patients reporting a high perceived
quality of care as measured by the IN2005-E
questionnaire. The present randomized study focuses
solely on the patients’ experiences of the provided care.

Patients and methods
Study design, outcome and sample size

The study was designed as a prospective randomized
controlled trial, carried out at a single centre (Danderyds
University Hospital). The protocol was approved by the
Ethical committee for human studies, Karolinska
Institute, Stockholm, Sweden.
The main inclusion criteria in the study were women
with a breast tumour, who were to undergo surgical
treatment in order to remove a known cancer or to
exclude cancerous changes in a diagnosed tumour.
Excluded from the study were patients with insulin
dependent diabetes, severe impairment of mobility, a
known coagulopathy, cancer surgery with a coherent
primary reconstruction, age > 80 years, severe cardiac
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illness and an inability to understand Swedish or a
mental incapacity.
Eligible patients were invited to participate in the study
by the surgeon and/or a nurse with special education
within the field of breast cancer patients. Oral and
written informed consent was obtained from all the
patients as stated by the guidelines of the Declaration of
Helsinki. The patients were then randomized to receive
pre- and postoperative care either in a general surgical
ward or at a patient hotel by using a sealed envelope
method. Physicians and staff were not blinded in the
study.
Between 2010 and 2012 a total of 151 patients were
included in the trial, whereof 76 patients were
randomized to the ward group and 75 patients to the
hotel group. Due to human error, the first five patients
in the ward group were not registered in a correct
manner and thereby excluded from further analysis. The
ward group finally consisted of 71 patients. Five patients
were excluded from the hotel group because of
postoperative circumstances, which required attention at
a general surgical ward instead of at the hotel. Two
patients were excluded due to strict medical
complications, whereof one patient suffered from
cardiac arrhythmia when the anesthesia was induced and
one patient had a significant postoperative bleeding.
Two of the remaining patients were excluded since they
were operated late in the afternoon, whereby the patient
hotel, due to routines, was not able to check them in
after surgery. The final patient in the exclusion cohort
simply refused to go back to the hotel after having
surgery. The hotel group finally consisted of 70 patients.
A total of 12 patients declined to participate in the study
mainly due to reasons such as difficulties filling out
questionnaires and a general reluctance to participate in
studies. (Fig. 1)
With a primary outcome that perioperative care at the
hotel would be valued 15-20% higher in patient
experience score compared to care in a general ward, a
power analysis, two-sided with α = 0.05, indicated that a
sample size of 150 was needed to attain a power of 80%.

The patient hotel

The patient hotel is located in close proximity to the
main hospital site and nurses are always available.
Regarding pain relief, intravenous medications cannot
be administrated at the hotel, but intramuscular and
subcutaneous injections can be provided. By distributing
oral pain relievers for the following 24 hours in a
container by the patient’s bed, these drugs are
immediately available to the patient when needed. The
nurses at the hotel managed postoperative drainages.
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Figure 1. CONSORT diagram for the trial

Assessed for eligibility
n = 163

Randomized
n = 151

Allocated to ward n = 76
Received perioperative care at ward n = 76
Wrongfully coded/excluded n = 5

Analysis

Follow-up

Allocation

Enrolment

Excluded n = 12
Refused to participate n = 12

Lost to follow-up n = 6
Give reasons n = 0
Discontinued intervention n = 0

Analyzed n = 65
Excluded from analysis n = 0

Perioperative procedure

On the morning of surgery the patient arrived at the
ward or the hotel, where a nurse admitted her. With the
arrival of the surgeon the patient was prepared for
surgery and transported to the operating theatre. There
were a total of four different surgeons operating on
patients both in the ward and hotel group. After surgery,
the patient was observed in the recovery area for
approximately four hours, before being brought back to
the ward or hotel, respectively.

The IN2005-E

To evaluate the patients’ experiences of the provided
care at the ward and the hotel, respectively, the Swedish
validated version of the adult inpatient survey of 2005
(IN2005-E) was used. The IN2005-E is a quantitative
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Allocated to patient hotel n = 75
Received perioperative care at hotel n = 70
Did not receive perioperative care at hotel n = 5
Give reasons n = 5

Lost to follow-up n = 5
Give reasons n = 0
Discontinued intervention n = 0

Analyzed n = 65
Excluded from analysis n = 0

questionnaire, based upon the Picker Adult Inpatient
Questionnaire and the Picker Patient Experience
Questionnaire (PPE-15), and is commonly used to
examine specific aspects of patient experience11-13. The
IN2005-E is comprised by questions that focus on
whether a specific event occurred or not, rather than
letting the patients rate their care in terms of how
satisfied they are. By this design the influence of outside
factors are reduced.4, 12, 14, 15 Furthermore, a
questionnaire with a design like this provides results that
are both interpretable and more importantly, results that
can be acted upon3, 14. The conceptual basis and design
of the original questionnaire have been described in
detail elsewhere.13, 16, 17
The survey covers seven dimensions of care:
information and education, coordination of care,
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physical comfort, emotional support, respect for
patients’ preferences, involvement of family and friends,
and continuity and transition11. The specific Swedish
version of the IN2005-E, which was used in this study,
contained 60 questions, whereof a total of 40 standard
questions make up the dimensions mentioned above.
From these 40 items, 15 “core questions” (PPE-15)
have been validated for being able to prove and pinpoint
typical “problems” within different aspects of patient
care12. These 15 items have a high degree of face
validity, reliability and internal reliability consistency and
are ideal to use for international comparisons of patient
experiences12. Consequently, the PPE-15 is also
applicable to use for comparison of patient experiences
between two defined settings, such as a general surgical
ward and a patient hotel. However, all 40 standard
questions should be analyzed if the purpose is to
improve the quality of care12. Furthermore, another
dimension was added with questions concerning the
patients’ overall evaluation of the provided care.
Complementary questions regarding the patients’
background (e.g. level of education, gender, selfreported quality of health etc.) and closing with final
questions, where the patients could more freely
comment upon if there was something that had been
exceptionally bad or good were added. The
questionnaire was further modified by including
questions regarding if the patient had been attended to
at the ward or at the hotel, if there were children under
the age of 20 years living in the household and the
marital status of the patient. Thus, the final
questionnaire consisted of 65 questions.
Each of the items is usually coded as a dichotomous
“problem score”, indicating a presence or absence of a
problem11, 12. The different answers to each question are
weighted, yielding a weighted patient experience index.
By applying this strategy, the index variation between
groups will tend to be quite small. An alternative
dichotomous approach is to analyze the results by
comparing the number of patients that has reported a
"high perceived quality" of care (i.e. usually the most
positive answer) between the groups. Hence, by
comparing the number of patients that has chosen a
specific answer to each question, the variation between
the ward and hotel group will increase, which results in a
better basis for analyzing differences between the
groups18. The “high perceived quality” answers were
compared between the groups as well as within the
groups. Regarding the comparison within the groups,
the “high perceived quality” answer was compared to
the “other” answers, which included a bulk of answers
such as “yes - to some extent, yes – sometimes, no, I did
not dare to ask etc.”, but excluded answers such as “not
relevant, I had no need to ask etc.” (i.e. “non-answers”).
By doing so, it is important to notice that the number of
respondents relevant for analysis will vary from question
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to question. Definitions of “high perceived quality” can
be seen in Table 3.
Upon discharge from the ward or hotel, the patient was
provided with the IN2005-E questionnaire, which was
filled out before the patient left the facility. The filled
out form was sealed in an envelope by the patient
herself and thereafter sent to a separate institute
(Indikator) for further analysis. Indikator is responsible
for the majority of the statistical analysis of patient
surveys in Sweden19.

The SF-36

How patients rate their own quality of life may influence
the results of a patient experience of care survey.
Patients with a low self-reported quality of health tend
to be more critical when answering questionnaires and
vice versa3, 16, 20-25. To minimize this confounding factor
all patients were, by the time of admission (i.e. after the
patients had received information about their diagnosis,
but prior to surgery), asked to fill out a standardized
questionnaire, the SF-36. The SF-36 is a short-form
health survey consisting of 36 questions, which yield an
8-scale profile of physical as well as mental health26, 27.

Statistical analysis

Patient characteristics were compared using a
confidence interval of 95%. The SF-36 was analyzed
with a two-sample t-test. The questions in the IN2005E, regarding the patients’ experiences, were analyzed by
a cross-tabulation of the data using the χ² test in SPSS
17.0. The questions in the IN2005-E, regarding the
background data, were analyzed with a two-sample ttest. The significance level was set to < 0.05.

Results
Patients’ characteristics

No difference could be found between the ward and the
hotel group regarding patient characteristics, type of
surgery, tumour characteristics or self-reported quality
of life (SF-36). The mean value of the SF-36 was 72.9 in
the ward group versus 67.9 in the hotel group (p =
0.176). (Table 1)
The detailed results of the SF-36 survey are
demonstrated in Figure 2.

Patient outcomes - the IN2005-E

The response rate regarding the IN2005-E questionnaire
was 91.5% in the ward group (i.e. 65 filled out forms out
of a total of 71 patients) versus 92.9% in the hotel group
(i.e. 65 filled out forms out of a total of 70 patients).
There was no difference in the IN2005-E between the
ward and the hotel group regarding the background data
(i.e. level of education, marital status, self-reported
quality of health etc.). The post-operative self-reported
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Table 1. Patients, type of surgery and tumour characteristics
Age at time for surgery (years):
Mean age (SD)
Range
Swedish as native language:
Yes
No
Unknown/Missing data
Level of education:
Elementary school (or other equivalent)
High school (or other equivalent)
University/College
Unknown/Missing data
Marital status:
Single
Married/Cohabiting
Unknown/Missing data
Children < 20 y.o.a. living in the household:
Yes
No
Unknown/Missing data
ASA Physical Status Classification System*:
1
2
3
SF-36 (mean value)
Length of stay (mean in days)
Type of surgery:
Breast-conserving surgery
Breast-conserving surgery + sentinel node
Breast-conserving surgery + sentinel node + axill. diss.
Sentinel node + axill. diss.
Mastectomy
Mastectomy + sentinel node
Mastectomy + axill. diss.
Solely sentinel node
Type of tumour:
Invasive
In situ
Benign (diagnostic procedure)
Others
Tumour size (most extensive invasive component):
< 20 mm
20 - 50 mm
> 50 mm
Others
Lymph node metastases:
PN0
PN+
Non examined/unknown

Ward (n=71)

95% CI

Hotel (n=70)

95% CI

60.1 (10.8)
29-76

± 2.05

57.1 (9.4)
35-75

± 1.8

54 (76.1)
6 (8.5)
11

± 8.1
± 5.3

57 (81.4)
8 (11.4)
5

± 7.5
± 6.1

4 (5.6)
14 (19.7)
40 (56.3)
13

± 4.4
± 7.6
± 9.4

8 (11.4)
23 (32.9)
34 (48.6)
5

± 6.1
±9
± 9.6

14 (19.7)
47 (66.2)
10

± 7.6
±9

14 (20)
51 (72.9)
5

± 7.7
± 8.5

16 (22.5)
45 (63.4)
10

± 7.9
± 9.2

18 (25.7)
47 (67.1)
5

± 8.4
±9

34 (48)
35 (49)
2 (3)
72.9
1.08

± 9.5
±3
± 3.2

40 (57)
27 (39)
3 (4)
67.9
1.07

± 9.5
± 9.4
± 3.8
p=0.176

1
42 (59)
6
0
3
6
12
1

± 9.3

0
50 (71)
6
1
1
3
9
0

± 8.7

69 (97)
1
0
+ 1 sentinel node

± 3.2

68 (97)
1
1

± 3.3

46 (65)
23
0
1 DCIS, 1 sentinel node

± 9.1

48 (69)
19
1
1 DCIS, 1 hyperplasia

± 8.9

51 (72)
16
4 procedures where lymph
nodes were not examined

± 8.5

54 (77)
15
+ 1 procedure where
lymph nodes were not
examined

± 8.1

Figures are number (percentages) of patients unless stated otherwise.
*An international classification system that describes the patients' preoperative physical status. Ranges from 1 to 6 (1 = normal healthy patient,
2 = patient with mild systemic disease, 3 = patients with severe systemic disease, 4 = patients with severe systemic disease that is a constant
threat to life, 5 = moribund patients who are not expected to survive without the operation, 6 = a declared brain-dead patient whose organs are
being removed for donor purposes).
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quality of health, as measured by question K1, did not
differ between the two groups (p=0.884) (Table 2). This
coincides with the pre-operative self-reported quality of
life, as examined by the SF-36 (Table 1 and Figure 2).
A significant difference was identified in 15 out of 65
questions. Since the preconditions regarding distribution
of pain relievers and how to use the call button differed
between the groups from the beginning, three questions
focusing on these issues were excluded. The remaining
12 questions, along with the 15 core questions of the
PPE-15/IN2005-E, are discussed in the subsequent
sections. Due to some overlap, a total of 23 questions
were obtained. Five more questions, concerning
confidence, trust, courtesy, availability and safety were
added.

Information, education, coordination of care and
physical comfort

Patients in the hotel group were allocated a bed
immediately upon arrival, or informed why they had to
wait for a bed, in a statistically higher degree than
patients in the ward group. Information about routines
was significantly better at the hotel compared to at the
ward. However, there was no difference between the
groups regarding the issue of how doctors and nurses
managed to answer questions in an understandable
manner.

Respect for patient preferences, emotional support
and involvement of family and friends

In eight out of eleven questions in these subsections,
there was no difference between the two groups.
However, what stands out is that the respondents in the
hotel group were given enough privacy when discussing
their condition or treatment to a much greater extent
than the patients in the ward group. The difference was
significant. Moreover, the availability of nurses when in
need for discussing worries and fears was better in the
hotel group. There was also a slightly better confidence
in the nurses at the hotel than at the ward.

Continuity and transition

The information about the purpose of medicines and
their side effects as well as information about danger
signals to watch for at home, were significantly better in
the hotel group compared to the ward group.

Overall impression

The courtesy of the admitting staff and the nurses was
perceived as better amongst the respondents in the hotel
group than by the patients in the ward group. The
patients in the hotel group rated their overall experience
higher compared to the patients in the ward group.
Furthermore, a higher percentage of patients in the
hotel group than in the ward group would definitely
recommend that specific type of perioperative care to
others. There was no difference between the two groups
regarding the feeling of being safe and secure during

Figure 2. Comparison of the SF-36 score between the ward (mean value 72.9) and hotel (mean value 67.9)
(p=0.176)
100
Ward

90

Hotel

80
70
60
50
40
30
20
10
0
Physical
Role
Function Physical
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Table 2. IN2005-E. Question K1: Post-operative self-reported quality of health
K1 ”In general, would you say your health is:”
Excellent
Very good
Good
Fair
Ward
N
15
30
12
2
(% within ward)
(25.0%)
(50.0%)
(20.0%)
(3.3%)
Hotel
N
17
25
14
8
(% within hotel)
(26.2%)
(38.5%)
(21.5%)
(12.3%)
Total
N
32
55
26
10
(%)
(25.6%)
(44.0%)
(20.8%)
(8.0%)
Figures are numbers (percentages) of patients. p = 0.884

their perioperative stay. In addition, there was no
difference concerning the possibility to talk to a doctor
or nurse.

Patient comments

The final part of the IN2005-E gives the respondents
the opportunity to, in their own words, describe what
was good about their care and what could have been
improved. Approximately three quarters of both the
ward and the hotel group took the opportunity to do so.
The comments were predominantly positive, but
negative comments/suggestions for improvement did
occur. The following summary focuses on and
highlights some key messages from these patients’
comments. These comments only constitute a sample of
the total comments provided and are not representative
of all the views of all the patients who took part in the
survey.
Many of the patients, who received perioperative care at
a general surgical ward, praised the courtesy and the
efficiency of the staff. Furthermore, many respondents
reported that they felt safe and secure at the ward:
“The staff was excellent!”
“I was provided with excellent care and I felt very safe
and secure.”
Quite a lot of negative comments were made with
regards to the environment at the ward. Many patients
mentioned that they had to wait for a long time in order
to get a bed. In addition, many patients felt that there
was a lack of privacy and felt discomfort in having to
share a room with other patients. Having to share a
room with other patients made it more difficult to talk
to the staff about sensitive issues and the atmosphere
during the nights was described as disorderly.
Furthermore, some patients experienced the ambience
at the ward as very stressful:
“I had to wait for a very long time in order to get a
bed. There were people everywhere and I could not
sleep due to all the noise.”
“There was no bed ready for me when I arrived at the
ward and I also felt like there was no privacy.”
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Poor
1
(1.7%)
1
(1.5%)
2
(1.6%)

Total
60
(100.0%)
65
(100.0%)
125
(100.0%)

“To share a room with other people was a real struggle
for me. I couldn’t sleep, I lacked privacy and I found it
very difficult to talk to the staff about personal issues.
The whole environment was really stressful.”
The majority of the patients, who received perioperative
care at the hotel, expressed great appreciation with
regards to the environment. Many positive remarks
about having their own room were noted and with this
came also a feeling of calm and serenity. In addition, it
was pointed out on numerous occasions that the
environment at the hotel made the patients feel not
quite as ill, since the hotel itself was not regarded as a
regular hospital:
“It was nice to have my own room, where I could choose
how I wanted to spend my time –reading, sleeping,
eating etc.”
“It was much appreciated to get some peace and quiet at
the hotel!”
“The environment at the hotel made me feel less ill!”
“It was amazing to have your own room and not being
disturbed by other patients, machines and other
activities.”
“To be able to avoid ‘the feeling of a regular hospital’,
but still having excellent care within reach was
wonderful. I am convinced that this facilitates the
recovery!”
Many respondents reported that an important advantage
was the possibility for relatives/friends to stay with the
patient at the hotel. The staff and the continuity of the
staff, along with the feeling of safety and security were
also greatly appreciated:
“I greatly appreciated that my husband could stay with
me at the hotel.”
“I liked that my relatives could visit at any time and
that my husband could stay for the night.”
“To have the same nurse following me from the
beginning until the end was very positive”
“The staff was excellent and I felt safe at all times.”
A couple of patients explained that they felt too isolated
and alone at the hotel, and would have preferred a
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Table 3. Results of the IN2005-E. Number of patients that answered "high perceived quality" to different
questions in the IN2005-E questionnaire
Question in the IN2005-E
Information, education and coordination of care:
B2 If you had to wait for a bed when arriving at the ward/hotel, did a
member of the staff explain to you why?
B3 When you reached the ward/hotel, did you get enough information
about routines, such as timetables and rules?
C2 When you had important questions to ask a doctor, did you get
answers that you could understand?*
D1 When you had important questions to ask a nurse, did you get
answers that you could understand?*
F1 Sometimes in a hospital, a member of staff will say one thing and
another will say something quite different. Did this happen to you?*
Physical comfort:
G5 If you were in any pain, do you think the hospital staff did everything
they could to help control it?*
Respect for patient preferences and emotional support:
C3 If you had any worries or fears about your condition or treatment, did
a doctor discuss them with you?*
C5 Did doctors talk in front of you as if you weren´t there?*
D2 If you had any worries or fears about your condition or treatment,
did a nurse discuss them with you?*
D4 Did nurses talk in front of you as if you weren´t there?
C4 Did you have confidence and trust in the doctors treating you?
D3 Did you have confidence and trust in the nurses treating you?
F9 Did you feel you were treated with respect and dignity while you were
in the hospital?*
F2 Were you involved as much as you wanted to be in decisions about
your care and treatment?*
F3 Were you given enough privacy when discussing your condition or
treatment?
Involvement of family and friends:
F4 If your family or someone else close to you wanted to talk to a doctor,
did they have enough opportunity to do so?*
I5 Did the doctors or nurses give your family or someone else close to
you all the information they needed to help care for you?*
Continuity and transition:
H6 Did a member of staff explain the purpose of the medicines you were
to take at home in a way that you could understand?*
H7 Did a member of staff tell you about medication side effects to watch
for?*
H8 Did a member of staff tell you about any danger signals you should
watch for after you went home?*
Overall impression:
B4 How would you rate the courtesy of the staff who admitted you to
the ward/hotel?
C7 How would you rate the courtesy of your doctors?
D6 How would you rate the courtesy of your nurses?
C6 If you ever needed to talk to a doctor, did you get the opportunity to
do so?*
D5 If you ever needed to talk to a nurse, did you get the opportunity to
do so?
J4 Overall, how would you rate your experience at the ward/hotel?
J5 Would you recommend this type of perioperative care to others?
F8 Did you feel safe and secure during your stay at the ward/hotel?

Definition of "high
perceived quality"

Number of patients that answered
"high perceived quality"
Ward
N

Hotel
N

p

Yes/ I did not
have to wait
Yes, completely

54 (85.7)

64 (100)

0.002

32 (54.2)

59 (93.7)

<0.000

Yes, always

64 (98.5)

60 (100)

0.335

Yes, always

57 (91.9)

59 (98.3)

0.223

No

55 (87.3)

49 (76.6)

0.116

Yes, definitely

33 (97.1)

26 (96.3)

0.868

Yes, completely

34 (68.0)

37 (78.7)

0.233

No
Yes, completely

61 (96.8)
33 (73.3)

62 (98.4)
49 (92.5)

0.559
0.011

No
Yes, always
Yes, always
Yes, always

62 (96.9)
63 (96.9)
58 (89.2)
61 (95.3)

56 (90.3)
64 (100)
61 (98.4)
64 (98.5)

0.132
0.157
0.034
0.302

Yes, definitely

45 (76.3)

51 (82.3)

0.416

Yes, always

40 (63.5)

62 (95.4)

<0.000

Yes, definitely

17 (68.0)

31 (86.1)

0.089

Yes, definitely

7 (33.3)

18 (56.3)

0.102

Yes, completely

43 (89.6)

63 (98.4)

0.039

Yes, completely

9 (31.0)

28 (59.6)

0.016

Yes, completely

27 (54.0)

49 (83.1)

0.001

Excellent

30 (46.9)

43 (67.2)

0.020

Excellent
Excellent
Yes, always

44 (67.7)
39 (60.0)
24 (85.7)

52 (81.3)
54 (88.5)
26 (92.9)

0.078
<0.000
0.388

Yes, always

56 (100)

47 (97.9)

0.278

Excellent
Yes, definitely
Yes, completely

33 (55.0)
42 (72.4)
60 (93.8)

53 (82.8)
61 (95.3)
63 (98.4)

0.001
<0.000
0.171

Figures are number (percentages) of patients. There were a total of 65 respondents in each group. However, numbers vary due to correction of the base,
where "non-answers" such as "non relevant" etc. were excluded, explaining why the base might be less than 65 (i.e. 64 respondents might equal 100% of
the group).
*PPE-15 question
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negative comments about the beds in the hotel not
being adjustable:
“Arriving at the room and realizing how alone I was.
It made me feel very unhappy.”
“I got very lonely in my hotel room and I would have
preferred to stay in a shared room at the ward.”
“I would have liked an adjustable bed for my bad
back.”

Discussion
The patients in the study perceived the quality of the
provided care as high, regardless if they were allocated
to perioperative care at a general surgical ward or at the
patient hotel. In the hotel group, there was a significant
better experience of care regarding issues such as
coordination, privacy, some aspects of medical
information, availability, and the courtesy of the nurses.
In general, there was a tendency for patients in the hotel
group to be more positive in their experiences of the
care than patients in the ward group. However, the
study is fairly small, which implies that it is difficult to
determine if this tendency is due to a real difference in
the perioperative care itself or if it is constituted of a
bias in the meaning that the patients being treated at the
hotel had a more positive attitude to the care they
received. A way to reduce this risk and other systematic
errors would be to blind the study, but for obvious
reasons that was not applicable in this case. Individual
factors, such as age, self-reported quality of health,
gender, marital status, level of education/income and
pain, have been found to be associated with satisfaction
and patients’ experience, and are plausible confounding
factors in patient surveys.3, 16, 20, 21, 23-25, 28 How these
sociodemographic variables affect patient satisfaction
and patients’ experience differ between studies.
However, the majority concludes that greater age and a
high self-reported quality of health imply greater
satisfaction.3, 16, 20, 21, 23-25 Furthermore, being married as
well as having a low level of education seem to increase
the level of patient satisfaction, although the latter is
contradicted by Xiao.24, 25, 28 There were no statistical
differences between the two groups regarding the
confounding factors mentioned above. Furthermore,
there was no difference in other patient characteristics,
tumour characteristics, type of surgery, or adjuvant
therapy, which suggests that both groups were equally
ill/healthy (Table 1). Hence, by randomizing patients
some systematic errors were avoided, even though they
could not be eliminated entirely since the study was not
blinded. As well as being randomized, the patients in the
two different groups were questioned during the same
observational period, which further contributes to the
strength of this study. In addition, having the same
surgeons performing surgery on patients in both groups,
as well as using a well-validated questionnaire (IN2005-
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E) to evaluate the patients’ experiences, also contribute
to the strength of the study. Since self reported quality
of life may influent the result of a patient experience of
care survey, this entity was measured pre-operatively
with the SF-36. No difference could be found between
the two groups (Table 1 and Fig 2). However, it is
possible that the patients would rate their health
differently after having surgery. Since the experience of
care (IN2005-E) was assessed post-surgery, it would
have been desirable to measure the self-reported quality
of life post-operatively as well. The SF-36 was not
repeated after surgery and this is a limitation in the
study. However, in one question (K1) in the IN2005-E,
the patients were asked to assess their health. Even
though this one question cannot replace the SF-36, it
gives some indication of the post-operative self-reported
quality of health. No difference could be found between
the two groups (Table 2).
From the patients’ perspective, the organization and
information system was better at the hotel than at the
ward. At the hotel there was almost no delay in bed
allocation and the routines were explained clearly. This
difference can maybe be explained by the fact that the
general ward was usually fully occupied and sometimes
overcrowded, resulting in a longer waiting period for a
bed for the patient and less information about daily
routines from nurses that often were working under
higher stress levels due to the greater patient load.
The increased possibility for privacy for the patients
staying at the hotel is significant and a factor that should
not be undervalued or overlooked. The advantages with
having your own room and bathroom, having the
possibility for family members to stay with you during
your whole time at the hospital are obvious. However,
having privacy might also result in patients being more
prone/willing to discuss worries, fears and sensitive
issues with their doctors and nurses.
The results favoring the hotel group, regarding the
courtesy of the nurses and the availability of nurses to
discuss worries and fears with could perhaps be
explained by what has been discussed in the two
sections above. Consequently, an organized and less
hectic/stressful environment in combination with
privacy should result in the feeling of excellent courtesy
and a higher degree of availability.
Continuity and transition were perceived as better in the
hotel group than in the ward group. Furthermore,
patients in the hotel group found that family and friends
were involved in the details of their care to a greater
extent than in the ward group. This is quite interesting,
since the same doctors were working at both the hotel
and at the ward – hence, it is likely not attributable to a
personal issue. One could speculate that this difference,
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at least to some extent, also is due to privacy. At the
hotel, the patient will receive coherent information by
the doctor in a separate room and with the opportunity
to ask questions that are not overheard by others as well
as the possibility for family members to attend. At the
ward the setting sometimes tends to be quite different.
The patient might be receiving their discharge
information at the side of their bed in a room shared
with three other patients and factors that might disturb
the conversation (other hospital staff, patients, call
buttons etc.) are commonly occurring. During these
circumstances it is not difficult to understand that the
information tend to be conveyed in a better manner at
the hotel than compared to at the ward.
It seems really important to point out that there was no
difference between the two groups regarding if the
patients felt safe and secure during their stay at the hotel
or at the ward.
Many of the postulated explanations above derive from
the speculation that privacy is an important factor that
may have an impact on many different aspects of care.
To our knowledge, there are no available studies
comparing perioperative care in a patient hotel (offering
private rooms) with a general ward (consisting of shared
rooms), with the primary outcome being patients’
experience. However, there are reviews regarding the
comparison of single patient rooms versus multiple
occupancy rooms and which therapeutic impacts the
different settings may have on patients’ experiences,
satisfaction etc. Single patient rooms are associated with
better privacy and as a result of this patient satisfaction
is increased29, 30. Privacy is also thought to improve
social support and the involvement of family and
friends, which reduces stress and enhances recovery.
Furthermore, the opposite is believed to be true for
multibed rooms.29 In their summarized report, Ulrich et
al found that patient consultation with physicians and
nurses was far better in single rooms compared to
multiple occupancy rooms. The communication from
staff to patient as well as the communication from
patient to staff was improved. These findings were
mainly based on the “National patient satisfaction data
for 2003” from Press Ganey Inc.29 Communication,
information and education are very important aspects
when patients evaluate their experiences of the provided
care.5-10, 29 It is plausible to stipulate that good
communication, education and information result in
better patient safety and if privacy equals an
improvement within these areas, then privacy also
equals patient safety. This assumption can be supported
by the fact that 5 percent of patients in curtained spaces
in an ED withheld portions of their medical history as
compared to no patient withholding information in the
same ED when being questioned and examined in a
room with walls. Consequently, lack of privacy can
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reduce patient safety.31 It has also been suggested that
staff treating patients in multibed rooms are more
reluctant to discuss sensitive patient issues or give
extensive information, out of respect for privacy 29.
However, in the review by Chaudhury et al, no
conclusive evidence could be found regarding the
difference in the patient-physician consultation between
patients in single occupancy rooms and patients in
multiple occupancy rooms30. Moreover, patients in
single rooms are exposed to less noise, which results in
better sleep and reduced stress29, 30.
The purpose of this study was never to investigate
eventual cost benefits for the hospital. Nonetheless, it is
difficult not to comment upon the cost effective
perspective of care at the hotel compared to at a general
surgical ward. The cost of one day of perioperative care
in a surgical ward at Danderyds University Hospital is
five times higher than at the hotel. Another important
issue is that the use of the patient hotel for relatively
“healthy” patients results in the unblocking of beds at
the general ward for patients with more severe surgical
illnesses/comorbidities.
We conclude that perioperative care at the patient hotel
appears to offer better experience of care, as compared
to perioperative care at a general surgical ward, for
patients undergoing surgery for breast cancer. For
selected patients perioperative care at a patient hotel is a
safe, secure and appreciated alternative.
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